Objective: In-stent stenosis is a frequent complication of superficial femoral artery (SFA) endovascular intervention and can lead to stent occlusion or symptom recurrence. Arterial duplex ultrasound stent imaging (ADSI) can be used in the surveillance for recurrent stenosis; however, its uniform application is controversial. In this study, we aimed to determine, in patients undergoing SFA stent implantation (SI), whether surveillance with ADSI yielded a better outcome than in those with only anklebrachial index (ABI) follow-up.
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Methods: We performed a retrospective analysis of all patients undergoing SFA SI for occlusive disease at a tertiary care referral center between 2009 and 2016. The patients were divided into those with ADSI (ADSI group) and those with ABI follow-up only (ABI group). Life-table analysis comparing stent patency, major adverse limb event (MALE), limb salvage, and mortality between groups was performed.
Results: There were 248 patients with SFA SI included, 160 in the ADSI group and 88 in the ABI group. Groups were homogeneous regarding clinical indication (claudication/critical limb ischemia, ADSI 39%/61% vs ABI 38%/62%; P ¼ .982) and TransAtlantic Inter-Society Consensus classification (A/B/C/D for ADSI 17%/45%/16%/22% and ABI 21%/43%/16%/20%; P ¼ .874). Primary patency (PP) was similar between groups at 12, 36, and 56 months (ADSI, 65%/43%/32%; ABI, 69%/34%/34%; P ¼ .770), whereas ADSI patients showed an improved assisted PP (84%/68%/54%) vs ABI (76%/38%/38%; P ¼ .008) and secondary patency (Fig 1) . There was a greater freedom from MALE in the ADSI group (91%/76%/64%) vs the ABI group (79%/46%/46%; P < .001) at 12, 36, and 56 months of followup. ADSI patients were more likely to undergo an endovascular procedure as their initial post-SFA SI intervention (P ¼ .001), whereas ABI patients were more likely to undergo an amputation (P < .001; Fig 2) .
Conclusions: In SFA SI, patients with ADSI follow-up demonstrate an advantage in assisted PP and secondary patency and are more likely to undergo an endovascular reintervention. These factors likely effected a decrease in MALE, indicating the benefit of a more universal adoption of post-SFA SI follow-up ADSI. Objective: Parallel snorkel endografting is well acknowledged in complex aortic endovascular procedures but has not seen widespread use in proximal aortic arch procedures (zones 0 and 1) because of presumed superiority of total intrathoracic debranching approaches and exaggerated concerns about stroke risk. Our recent experience compelled us to reconsider this approach as a valid option in these conditions.
Methods: We present our recent experience with five patients who underwent zone 0 and zone 1 aortic arch reconstruction for aneurysmal disease using parallel branch inflow and adjunct extrathoracic great vessel debranching. All either had prior sternotomy (three patients) or were considered to be at high risk (two patients). Underlying residual proximal aortic dissection was present in two.
Results: There was no mortality, with exclusion and regression of the aneurysm sac in all patients. Adjunct extrathoracic debranching procedures were left subclavian transposition or bypass (four), vertebral artery transposition (one), left carotid to innominate transposition through limited manubriotomy (one), and carotid-carotid bypass (one). Gutter leak was present in two cases on completion angiography but resolved in all on follow-up computed tomography angiography (3 6 5 months; range, 1-9 months). All great vessels remained widely patent. Complications included one intraoperative cerebrovascular accident during debranching treated with patch angioplasty with nearly complete recovery and one recurrent laryngeal injury. No complications related to the parallel branch procedure itself were noted. Comparison to our institutional experience with intrathoracic debranching showed similar aneurysm exclusion rate and similar low stroke rate in the parallel branch group, attributed to the debranching and not stenting.
Conclusions: Our limited experience suggests a useful role for the parallel branch approach in zone 0 and zone 1 aortic arch reconstructions due to aneurysmal disease. Availability of newer generation aortic 
